of necrosis. Regions of variable cellularity were seen between the granulomas, consisting predominantly of lymphocytes with a few scattered plasma cells.
IMMUNOHISTOCHEMISTRY

Lymph nodes
Normal lymph nodes showed that CD45RO +, CD43 + memory T lymphocytes were largely confined to the paracortex, where CD45RA +, CD43 + naive T cells were also found. The germinal centre lymphocytes were predominantly CD20+, CD45RA + B cells with a few memory CD45 RO + T cells scattered between them. Anti-CD23 stained dendritic reticular cells within germinal centres of follicles and gave weak staining of mantle zone lymphocytes.
Sections of sarcoid nodes demonstrated typical non-caseating granulomas with large numbers of B lymphocytes (CD20 +, CD45RA +, CD23 weakly positive) distributed in the intergranulomatous areas (fig 1) . Most of the other lymphocytes stained with UCHL1, and the epithelioid cells stained with MT1. These B lymphocyte aggregates consisted predominantly of small B lymphocytes with a few plasma cells. A small number of dendritic reticular cells (CD23 + ) were seen at the margin of a few of the B cell aggregates in each case. However, germinal centres were not seen and no centroblasts or centrocytes were identifiable-that is, these aggregates almost certainly do not represent residual B cell follicles within the lymph nodes. Comparison of the effector cell population recovered by lavage in sarcoid patients, as well as in other interstitial lung diseases, with transbronchial biopsy in the same subjects, has been reported to have shown that lavage accurately reflects the types and state of activation of the effector cells present in the lungs. Recent comparisons of lavage and frozen tissue lung histology in patients with sardoidosis have concluded that lavage correctly samples not only the cells present at the epithelial surface of alveolar structures, but also inflammatory and immune effector cells throughout the lung paranchyma,"'2 although epithelioid cells are rarely seen in the lavage fluid of patients with active sarcoidosis. Lymphocytes recovered in lavage fluid are predominantly T cells and, of several studies since 1984 that have quantified B lymphocyte numbers, none has reported more than a 5% proportion of B cells.>" Of the many immunohistological studies conducted on human sarcoid frozen tissue,9 14-7 none has reported the finding of B cell aggregates in sarcoid lesions. Most had not specifically stained for B cells, although one paper describes the presence of large numbers of B lymphocytes forming a "mantle" around the granuloma. "6 In contrast, the present study of formalin fixed rather than frozen biopsy material demonstrates the presence of large aggregates of B lymphocytes in the lung interstitium in the same areas as the T cells.
Immunohistological analysis does not provide an obvious explanation for this difference between the proportions of B lymphocytes found in tissue sections of lesions and in lavage fluid. B and T cells are found in similar areas of the interstitium. Part of the reason may lie with the fact that in active sarcoidosis, because the number of T lymphocytes is increased, the proportion of B lymphocytes may be decreased. However, as the total number of lung inflammatory and immune effector cells is greatly increased, the absolute number of B cells in the alveolar structure is also probably increased. Another reason may relate to the physical properties of the B cells. It is of interest that B and T cells can be physically separated from one another in vitro by passing mixed suspensions over nylon wool: T cells pass through the wool leaving the "stickier" B cells behind. ' 
